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Submission of this Plan of Correction
}_ does not indicate that a deficiency

o ot T : existed or that a deficiency was cited

E‘g} ;\%’; - o correctly. However, this Plan of Correction

- ' " is being submitted to ensure our

; continuing compliance with Licensure

Fry oUi activities of Criteria.

nenessary services o | 1)} Resident #3's fingernails and toenails

ft, Qrocming, snd personai | were observed by the Administrator and

1 Director of Nursing to be neatly trimmed.

. However, since her nails are thin and

: sharp like a baby's, they were filed to

help remove any sharp edges.
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This REQUIREMENT is not met as evidenced

{ by 2) All residents’ nails were observed
| Based on cbservation, interview, and record éa"d rail care provided as necessary.
 review, the facility failed to provide the necessary :No problems were noted. :
services to maintain qood grggming and persgnal 3) Diabetic nail care has been added
hiygiene for one of three sampled residents  to the treatment sheets by nursing
(resident #3). Resident #3 was fofally dependant t supervisors 1o ensure that nurses are a
: on staff for grooming: however, the facility failed signing off when diabetic nail care has

o provide daily nail care for resident #3. .been administered. As new admissions

‘and re-admissions come in, an order

The findings include: ‘will be written for diabetic nail care

: Interview with the Administrator and Director of ‘so that it will be printed on the nurse

| Nursing (DON) on Mareh 26, 2011, at 12:48 pm., treatment sheets and nurse aide flow
i revealed the facility had identified a problem with :sheets. A separate category is being
I nail care not being provided on March 15, 2011, ‘added to the nurse aide flow sheets

: Accarding to the Administrator and DOM the which address's obsen{ing and cutﬂng

| facility initiated interventions 1o correct the

| identified problems on March 156, 2011, to include have been inserviced on nail care by
i an in-service which reminded all staff to provide - .

 resident nall care with the morning care. The 7 :‘e Admlnlstrator and Director of

| Administrator and DON further stated the charge | ursing.

! nurse was responsible fo assure the nurse aides |

fingernails and toenails. Nursing staff
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F 312 | Continued From page 1 F 312 ’
had provided nail care io all residents. The nurse | : 4) Nurse aides will be responsible for
aidgs_we;e feﬁ;u.ired to initial a sheet daily i observing and cutting nails weekly on
v!errf;reng i‘f fesidents nalls were ?SSQW"}@’ the specified day (per the nurse aide

zn, and ttimmed. According o th : ;
;z;ip i;?raim ag‘i ﬂii?ff'?i%;ﬂmiiem wos | flow sheets). Nurses are to monitor
ELOA S R 313 Fiet ] Bt H . . - N
entifled the supervisors had p&r“crmed random for nail care weekly_ d.urlng the‘?' SKIr}
checks to ensure nail care was provided io the assessments, providing diabetic nail
rasidants. care as ordered and ensuring that all
: other nails are clean and neatly
Ohservation on March 28, 2091, at 245 o.m. and timmed. Any problems will be
4:30 ,D;ﬁ?- reveae fe:‘,.der'tﬁ?; in an adult baby - immediately corrected. As needed, :
ieﬁ with the side rails up and padded. Resident podiatrist services will be arranged. Unit :
YA oy o fme T el iy § : . . .
3 was abserved (0 be rolling around in the bed, Supervisors will randomly check the nails
soratching af the resident’s back and shoulder :
. - of 5 residents weekly for 1 month, then

area. Scralfches were observed on resident #3's .
left shoulder. Observation of resident #2's ' 5 residents monthly for 2 months to
fingemails ravesled the nails were medium ensurfe that no f_ur‘thgr problems occur. }
length, very thin in sppearance, and white at the Any discrepancies wilt be reported to
fio. the CQI Committee for follow up. %

: 5) March 31, 2011
A review of resident #3's medicai record revealed |

‘ the resident had diagnoses o include Severe

i Mental Retardation, Epitepsy, and Dermatitis.

i Review of resident #3's Minimum Data Set (MDS)
dated December 13, 2010, revealed the resident
recuired total care from staff with all activities of
daily living. A review of resident #3's ;
comprehensive care plan (CCP) dated December | '3
18, 2010, revealed resident #3 was a total groom
dally by staff. Review of resident #3's weekly skin
integrity assessment revealed on December 9,
2010, the resident had self-inflicled scraiches o
the right buttocks, On February 6, 2011, resident
#3 had a seli-inflicied laceration one and one-half
inches long to the peri area. Review of resident
#3's nurse aide treatment sheet for March 2011
revealed resident #3 had received moming care : ;
i fo include nall care on March 29, 2011, : E

[
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Continued From page 2 !
Interview with certified nursing assistant (CNA) #1 |
on March 29, 2011, at 437 p.m., revealed it was
the responsibility of the CNAs fo provide nail care !
to the residents. CNA #1 further stated the nail
care was to be provided on the resident's
scheduled shower day. Observation of resident
#3's nails with CNA #1 at 4:42 p.m. on March 29,
2011, and interview with CNA #1 revealed
resident #3's nails were too long, and the resident
should have been given nail care. CNA #1 stated
that resident #3 had a history of scratching
herselffhimseif and since resident #3's hands and
feet were confracted the nails should have been
kept cut short,

Interview with CNA #3 on March 29, 2011, at 5:00
p.m., revealed it was the responsibility of the
CNAs to provide nail care for all residents.
Further interview revealed the nail care was
performed when needed. Cbsenvation of resident
#3's toenails and fingernails with CNA #3 on
March 29, 2011, at 5:05 p.m., and interview with
the CNA revealed resident #3's nails nesded
trimming due to the fact that the resident had a
history of scraiching. CNA #3 stated the CNA
had provided care for resident #3 on March 28,
2011, and again on March 28, 2011; however, the
CNA had not provided nall care for the resident.

interview with Licensed Practical Nurse (LPN) #1,
who was the charge nurse, on March 28, 2011, at
5:53 p.m., revealed the LPN was not aware
resident #3's nails needed trimming. LPN #1
stated that resident #3's nails should have been
kept at a short length due to the resident's history
of scrateching herfhimself. Inierview with LPN #1
further revealed the LPN was responsible for
assuring that all residents received nall care by
the nurse aides; however, the LPN had not
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| checked behind the nurse aides to ensure

 resident nail care had been provided in the past

iweek and a half.
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